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Estimated Influenza Vaccination Coverage Among Adults and Children — 
United States, September 1-November 30, 2004 


Because of the unexpected reduction in the amount of avail- 
able inactivated influenza vaccine for the 2004—05 influenza 
season, on October 5, 2004, the Advisory Committee on 
Immunization Practices (ACIP) recommended that the vac- 
cine be reserved for persons in certain priority groups and 
asked others to defer or forego vaccination (/). To assess the 
use of influenza vaccine and the primary reasons reported for 
not receiving vaccine, beginning November 1, questions were 
added to the ongoing Behavioral Risk Factor Surveillance Sys- 
tem (BRFSS) survey. This report analyzes data collected dur- 
ing December 1-11 on self-reported vaccination during 
September 1—November 30, which indicated that persons in 
nonpriority groups had largely deferred vaccination and that, 
among unvaccinated adults in priority groups, one fourth tried 
to get vaccine but were unable to do so. Vaccination coverage 
was suboptimal for persons in all assessed priority groups. 
Because influenza activity peaks in February or later in most 
years (2), persons in priority groups should continue to seek 
vaccination. 

BRFSS is a monthly, state-based, random-digit—dialed tele- 
phone survey of the U.S. civilian, noninstitutionalized popu- 
lation aged >18 years, with an average of 20,000 completed 
surveys per month (3,4). In previous influenza seasons, the 
BRFSS survey included two questions on influenza vaccina- 
tion coverage among adults: “During the past 12 months, have 
you had a flu shot?” and “During the past 12 months, have 
you had a flu vaccine that was sprayed in your nose?” Ques- 
tions on health-risk status were limited, and no information 
was collected on the timing of vaccination or on influenza 
vaccination among children. 

Beginning November 1, the two influenza vaccination ques- 
tions were also asked regarding a randomly selected child in 
the household. In addition, new questions for adults and chil- 


dren were asked to determine 1) the month and year of the 


most recent influenza vaccination, 2) whether persons were 
vaccinated for influenza during the 2003-04 influenza sea- 
son, 3) the primary reason vaccination was not received, and 
4) whether the respondent (or a child in the household) was 
in one of the following ACIP-designated priority groups for 
vaccination: persons aged >65 years or aged 6-23 months, 
persons aged 2-64 years with one or more conditions that 
increase risk for influenza complications, health-care workers 
with patient contact, and household contacts of children aged 
<6 months*. For adults, conditions considered as increasing 
risk for influenza complications were asthma, other lung prob- 
lems, heart problems, diabetes, kidney problems, weakened 
immune system, anemia, and pregnancy. For children, these 
conditions (with the exception of pregnancy) and aspirin 
therapy were considered as increasing risk for influenza 
complications. Children aged 6 months-—8 years are recom- 
mended to have 2 doses of influenza vaccine if they have never 
been vaccinated for influenza (2). However, in this survey 


assessment of 1 versus 2 doses was not made, and children 





*Certain additional priority groups cited by ACIP were not included in th 
survey, including residents of nursing homes and long-term—care facilities, out 
of-home caregivers for children aged <6 months, and child household contacts 


of children aged <6 months 
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TABLE 1. Percentage of adults reporting receiving influenza vaccination’, by vaccination priority statust — Behavioral Risk Factor 
Surveillance System, United States, 2003-04 and 2004-05 influenza seasons 





Reporting vaccination thus far 
for the 2004-05 season 


Reporting vaccination 
for the 2003-04 season 





No. 
Vaccination priority status 


surveyed 





No. 
% (95% Cl') surveyed % (95% Cl) 





Persons aged 18-64 years with high-risk conditions‘ 2,602 
Persons aged >65 years 4,287 
Health-care workers with patient contact** 1,089 
Total persons in priority groupstt §§ 7,816 
Nonpriority-group persons aged 18-64 years 8,792 


19.3 (+2.6) 2,592 43.1 (+3.7) 
51.1 (+2.7) 4,267 67.7 (+2.6 
34.2 (+5.2) 1,082 49.0 (+5.2) 
34.8 (+1.9) 7,782 53.8 (+2.1) 
4.4 (+0.7) 8,767 23.9 (+1.6) 





* Interviews were conducted during December 1—11, 2004. Data reflect partial-season estimates for the 2004—05 influenza season 
' Does not include persons in the following additional vaccination priority groups: residents of nursing homes and long-term-care facilities and out-of-home 


caregivers for children aged <6 months 
3’ Confidence interval 


1 Asthma, other lung problems, heart problems, diabetes, kidney problems, weakened immune system, anemia, or pregnancy 
** Self-reported description might include doctors, nurses, laboratory workers, and office receptionists 


'T Persons can be included in more than one priority group 


o 


33 Includes persons with children aged <6 months in the household; stable estimates for this group could not be estimated separately because of its small 


sample size 


FIGURE. Percentage of adults in priority groups* reporting 
receiving influenza vaccination', by state — Behavioral Risk 
Factor Surveillance System, United States, September 1- 
November 30, 2004 
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“Includes persons aged 18-64 years with asthma, other lung problems 
heart problems, diabetes, kidney problems, weakened immune system 
anemia, or pregnancy; persons aged >65 years; health-care workers with 
patient contact; and persons with children aged <6 months in the house- 
hold. (Does not include residents of nursing homes and long-term—care 

, facilities and out-of-home caregivers for children aged <6 months.) 
interviews were conducted during December 1—11, 2004 


obtain vaccination but could not; among persons aged >65 
years, the proportion was 32.5% (Table 2). Among adults not 
in a priority group who had not received vaccine, 10.4% 
reported that they attempted to obtain vaccination but could 


not. Among adults in priority groups, 10.0% of adults said 


they were saving the vaccine for others, and 6.5% thought 


that they were not eligible to receive the vaccine. 


Vaccination Coverage Among Children 
\ substantially greater proportion of children in priority 
groups received at least one influenza vaccination this season 


? 


compared with other children; 36.6% of children aged 6-23 


months and 26.8% of children aged 2-17 years with high 
risk conditions were vaccinated, compared with 8.9% of chil 
dren aged 2-17 years with no high-risk condition (Table 3). 
Among those children aged 2-17 years with high-risk condi 
tions who were vaccinated for influenza during the 2003-04 
influenza season, 51.6% also have been vaccinated thus far 
this season. 

Among respondents with an unvaccinated child aged 6-23 
months, 62.9% reported that they thought the vaccine was 
not needed, 8.4% reported that they tried but could not 
obtain vaccination for the child, 1.0% thought the child was 
ineligible for influenza vaccination, and 0.3% said they were 
saving the vaccine for those who needed it (Table 4). For 
respondents with an unvaccinated child aged 2-17 years with 
a high-risk condition, 38.4% reported that they thought vac 
cination was not needed, 14.4% reported that they tried but 
could not obtain vaccination, 12.5% thought their child was 
not eligible, and 10.3% said they were saving the vaccine for 
others. 

Reported by: MW Link, PhD, AH Mokdad, PhD, L Elam-Evans 
PhD, LS Balluz, PhD, WS Garvin, WP Bartoli, GM Town, MS, 
VM Sussman-Walsh, K O'Neill, D Gilbertz, Div of Adult and Communit 
Health, National Center for Chronic Disease Prevention and Health 
Promotion; SY Chu, PhD, Office of the Director; GL Euler, DrPH. 
C] Brown, MS, P] Lu, PhD, CB Bridges, MD, Epide miology and 
Surveillance Div; S Stokley, MPH, Immunization Svcs Div, National 


Immunization Program, CD( 
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TABLE 2. Primary reasons reported for adults not receiving influenza vaccination’, by vaccination priority statust — Behavioral Risk 
Factor Surveillance System, United States, 2004—05 influenza season 


Saving Tried but Thought Thought Concerned 
vaccine could not was not vaccine was about Lack of Other 
No for others get vaccine eligible not needed’ vaccine" access*™* reason 
Vaccination priority status surveyed % (95% Cit) % (95% CI) % (95%CI) % (95%CI) % (95% CI) % (95% CI) % (95% Cl) 


Persons aged 18-64 years 1,949 10.7 (42.5) 20.7 (+3.2) 7.7 (+2.6) 27.2 (+3.8) 10.0 (+2.5) 5.0 (+1.5) 18.9 (+4.0) 
with high-risk conditions’ 











Persons aged >65 years 1,994 6.4 (+1.9) (+3.7) 4.2 (+2.0) 26.1 (+3.5) 8.7 5.4 (+1.8) 16.7 (+3.2) 


Health-care workers with 676 14.3 (+4.7) 5 (+4.7) 6.9 (+3.0) 26.7 (45.4) 11.9 ~ 44 (42.2) 17.3 (+6.1) 
patient contact" 


Total persons in priority 4,579 10.0 (+1.6) . (+2.1) 6.5 (+1.5) 27.5 (+2.5) 9.9 J 5.0 (+1.0) 18.0 (+2.5) 
groups*** ttt 


Nonpriority-group persons 8,087 11.1 (+1.2) (+1.1) 11.3 (41.5) 43.2 (+2.1) 6.4 3.3 (40.9) 14.3 (+1.7) 
aged 18-64 years 





Interviews were conducted during December 1-11, 2004. Data reflect partial-season estimates for the 2004—05 influenza season 
' Does not include persons in the following additional vaccination priority groups: residents of nursing homes and long-term-care facilities and 
out-of-home caregivers for children aged <6 months 
3 Includes the responses: thought vaccine was not needed, doctor did not recommend vaccination, did not know should be vaccinated, thought influenza 
is not that serious, and had influenza already during the 2004-05 influenza season 
Includes the responses: concerned about side effects, concerned vaccine can cause influenza, and concerned vaccine does not work. 
Includes the responses: plan to get vaccinated later this season, vaccination costs too much, and inconvenient to get vaccinated 
'T Confidence interval 
33 Asthma, other lung problems, heart problems, diabetes, kidney problems, weakened immune system, anemia, or pregnancy. 
Self-reported description might include doctors, nurses, laboratory workers, and office receptionists 
* Persons can be included in more than one priority group 


' Includes persons with children aged <6 months in the household; stable estimates for this group could not be estimated separately because of its small 
sample size 


TABLE 3. Percentage of children aged 6 months—17 years reported receiving influenza vaccination’, by vaccination priority status — 
Behavioral Risk Factor Surveillance System, United States, 2003-04 and 2004-05 influenza seasons 


Reporting vaccination thus far Reporting vaccination 
for the 2004-05 season for the 2003-04 season 


Vaccination priority status No. surveyed % (95% Cl') No. surveyed :. (95% Cl) 











7° 





Children aged 6-23 months 380 36.6 (+9.5) , — 


Children aged 2-17 years with high-risk conditions" 484 26.8 (+7.8) 482 41.7 (+8.4) 
Nonpriority-group children and others aged 2-17 years** 3,804 8.9 (+2.2) 3,868 20.3 (+2.8) 





* Interviews were conducted during December 1-11, 2004. Data reflect partial-season estimates for the 2004—05 influenza season 
' Confidence interval 


Many children in this age group would have been aged <6 months during the typical vaccination period for the 2003-04 influenza season and not eligible 
for influenza vaccination 
Asthma, other lung problems, heart problems, diabetes, kidney problems, weakened immune system, anemia, or aspirin therapy 


* Includes children aged 2—17 years who might be in additional priority groups, such as those with rare conditions not included in the survey and household 
contacts or out-of-home caregivers for children aged <6 months 


TABLE 4. Primary reasons reported for children aged 6 months-—17 years not receiving influenza vaccination’, by vaccination 
priority status — Behavioral Risk Factor Surveillance System, United States, 2004—05 influenza season 


Saving Tried but Thought Thought 
vaccine could not was not vaccine was Other 
No. for others get vaccine eligible not needed reasons® 
Vaccination priority status surveyed % (95% Cli") % (95% Cli) % (95% CI) % (95% Cl) % (95% Cl) 


Children aged 6-23 months 194 0.3 (+0.5) 8.4 (+5.3) 1.0 (+1.0) 62.6 (+14.1) 27.7 (+12.2) 
Children aged 2-17 years with high-risk 


conditions** 337 10.3 (+5.6) 14.4 (+7.4) 12.5 (+7.1) 38.4 (+10.4) 24.4 (+8.2) 
Nonpriority-group children and others 
aged 2-17 years'T 3,340 7.7 (+1.8) 8.5 (+1.9) 9.2 (+2.0) 54.5  (+3.3) 20.2 (+2.7) 
" Interviews were conducted during December 1—11, 2004. Data reflect partial-season estimates for the 2004-05 influenza season 
' Includes the responses: thought child did not need vaccine, doctor did not recommend vaccination, did not know child should be vaccinated, thought 
influenza is not that serious, and child had influenza already during the 2004-05 influenza season 
3 Includes the responses: concerned about side effects, concerned vaccine can cause influenza, concerned vaccine does not work, plan to get child 
vaccinated later this season, vaccination costs too much, inconvenient to get vaccinated, and other reasons not listed. 
Confidence interval 
ms Asthma, other lung problems, heart problems, diabetes, kidney problems, weakened immune system, anemia, or aspirin therapy. 


Includes children aged 2-17 years who might be in additional priority groups, such as those with rare conditions not included in the survey and household 
contacts or out-of-home caregivers for children aged <6 months 
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Editorial Note: Influenza vaccination coverage data from the 
period September 1—-November 30 suggest that persons in 
influenza vaccine priority groups are receiving vaccine at higher 
rates than persons in nonpriority groups at this point in the 
2004—05 season. However, these early estimates of vaccine 
coverage among priority groups are below the vaccination rates 
for the full 2003—04 season for these groups. Ettorts to vaccinate 
these persons should continue as vaccine becomes available. 


Data from the 2003 National Immunization Survey (NIS) 
indicate that vaccination coverage among children aged 6—23 
months for the 2002—03 influenza season was substantially 
lowe! i%) than the 2004—05 partial season coverage indi 
cated by BRESS data (36.6° 9). In 2002, ACIP first 

| 


»2 
encouraged influenza Z 


vaccination of children aged 6—23 


months and close contacts of children aged <2 years, when 


} 


feasible. In April 2004, ACIP strengthened that encourage 


; ; ; 
ment into a recommendation that all children 


| 1] 
months be vaccinated annually for influenza 


, 


the majority (62.6 of re spondents with unvaccinated chil 


dren aged G—23 months did not think vaccination was needed 


' ig ya ae 
for those children, indicating that further efforts are needed 
lic about the new influenza vaccination 


recommendation for young childt 


lhe findings in this report are subjec at least four limi 


tations. Fir BRESS is a land-line telephone based survey 


ind excludes those segments of the population without tele 


phones or who us¢ ily cellular telephones Second, data are 


elf reported and subject to recall bias particularly tor ques 


1] 


tions that require recall over a ionge! period; therefore, for 


certain behaviors, prevalence estimates might be under- o1 


imated. [hird, certain influenza vaccine priority groups 


were not considered in the surve including institutionalized 


idults and s of children aged <6 months out 

child care workers). Finally, because 
yet completed for December, these esti 
mates might be subject to nonresponse bias if the responses 


I 11 1 
from those who will be interviewed later in the month differ 


| 
substantially from the report. However, these 


vaccination « higher than estimates from 
BRESS data collected in November and are consistent with 
public health messages encouraging those in priority groups 
to seek vaccination and asking others to forego vaccination. 

Estimates from BRFSS data of vaccination coverage for 
certain priority groups differ from those obtained by the 
influenza survey of the Harvard School of Public Health 
(HSPH), also published in this issue (6). The methodologies 
used in these surveys differ in at least three important respects, 
which might contribute to the differences in results. First, the 
interviews were conducted at different times and provide esti 


mates Of vaccination Coverage at different points in the 


2004—05 influenza season. BRFSS was conducted during 
December 1-11; the HSPH survey was conducted during 
October 29—November 9. Second, BRFSS data were collected 
individually by 48 states and the District of Columbia and 
reflect the combined responses of more than 16,713 adults; 
the HSPH survey was a national survey of 1,227 adults. Finally, 
the two surveys differed in how they measured the impact of 
the vaccine shortage on vaccination coverage. BRFSS asked a 
single, open-ended question of adults and one of adults resid- 
ing with children to assess the primary reason persons had not 
received vaccination as of the date of interview. HSPH used a 
more extensive series of questions tO assess the impact of the 
shortage. 

Influenza vaccination coverage estimates from this survey, 
when applied to U.S. population estimates for each of the 
priority and nonpriority groups, indicate that an estimated 
+5 million doses of influenza vaccine had been administered 
to noninstitutionalized persons as of November 30; 


> 


approximately 73% of these doses were obtained by persons 
in priority groups. An estimated 58 million doses of inacti- 
vated vaccine and up to 3 million doses of LAIV are expected 
to be available for the United States for this influenza season. 
Thus, adequate doses of vaccine appear to remain to meet the 
anticipated demand among priority groups for influenza vac 
cination, based on 2003-04 coverage estimates from this sur 
vey. Although the survey did not assess coverage among 
institutionalized persons in priority groups, this projection 
also suggests that vaccine should be available to meet the 
demand of the nation’s approximately 1.5 million nursing 
home residents. In addition, use of LAIV is an option for the 
vaccination of persons in certain priority groups (e.g., health 
care workers who do not work with severely immuno 
compromised persons and household contacts of children aged 
<6 months). LAIV is approved by the Food and Drug 
Administration for use among healthy pe rsons aged 5—49 years 
who are not pregnant. 

Geographic differences in vaccine distribution and demand 
CXIST. lo ensure that all available vaccine 1S used, State OF local 
public health officials who determine that all persons in pri 
ority groups seeking vaccine have received vaccination and 
additional vaccine remains on hand might choose to recom- 
mend limited expansion of vaccination eligibility in their areas. 
Such expansion might include persons aged 50-65 years, 
household contacts of persons in priority groups, or other 
populations considered al increased risk by State OF local otfi- 
cials. However, even if such a recommendation is made, pri- 
vate providers with large volumes of unused vaccine should, 
wherever practical, work with the state to transfer these doses 
to other states with unmet needs among persons in the ACIP 


prior ity groups. 
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CDC continues to work with manufacturers, distributors, 
and state immunization programs to distribute vaccine to those 
states with unmet demand among the priority groups. Until 
the demand for vaccine has been met for all persons in ACIP 
priority groups in all states, vaccine held in the’ public sector 
should continue to be shared with those states whose vaccine 
supply is not sufficient to cover their priority groups. Persons 
with questions regarding influenza vaccine availability should 
contact their state and local health departments. 
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Experiences with Obtaining 


Influenza Vaccination Among 
Persons in Priority Groups During 
a Vaccine Shortage — United States, 
October-November, 2004 


After the announcement that the supply of inactivated 
influenza vaccine available to the U.S. public for the 2004 
05 influenza season would be reduced by approximately one 
half, the Advisory Committee on Immunization Practices 
(ACIP) recommended that the remaining vaccine supply 
should be reserved for 1) certain groups of persons at high 
risk for serious health problems from influenza, 2) health- 
care workers involved in direct patient care, and 3) close con- 
tacts of children aged <6 months (/). To determine what 
proportion of persons at increased risk for influenza compli 
cations had been vaccinated as of the day of the survey, what 
proportion sought vaccination but did not receive it because 
of the shortage, and what factors might be dissuading persons 
at high risk from seeking influenza vaccination, Harvard 
School of Public Health (HSPH), in collaboration with 
International Communications Research, conducted a national 
survey. [his report summarizes the results of that survey, which 
indicated that approximately 63% of persons aged >65 years 


and 46% of chronically ill adults who tried to get the 


influenza vaccine were able to do so. More than half of adults 
at high risk did not try to get the influenza vaccine. Because 
available supplies of inactivated influenza vaccine are targeted 
to high-risk groups, persons in these groups should continue 
to pursue vaccination. 

HSPH provides CDC with technical assistance for public 
health communication by monitoring the response of the gen 
eral public to public health threats. National polling on what 
the public knows, believes, and experiences in regard to seek 
ing and receiving influenza vaccination during a national vac 
cine shortage is the basis of the data presented in this report. 

During October 29—November 9, 2004, telephone intet 
views were conducted CO assess experiences of respondents with 
obtaining the influenza vaccine. The survey was conducted 
by International Communications Research as part of an 
omnibus survey. The omnibus survey is a national, biweekly 
telephone survey that can include questions on several topics; 
however, because of the length of the questionnaire, the 
omnibus survey regarding influenza vaccination only included 
the HSPH questions. Respondents were asked 1) if they tried 
to get the influenza vaccine during the preceding 3 months, 
?) if so, whether they were able to get the vaccine, and 
3) whether they experienced any problems while trying to get 
the vaccine. Respondents who did not try to get the vaccine 
were asked why they did not. Respondents were also asked 
about their willingness to receive an imported influenza vac 
cine not licensed for general use in the United States. Parents 
of children aged 6—23 months were asked these questions about 
their children in that age group. 

Che questionnaire was administered to adults aged >18 years 
who were selected by using a fully replicated, stratified, single- 
stage, random-digit—dialing sample of households nationally” 
Within each household, an adult respondent was randomly 
selected by asking for the adult with the most recent birthday. 
\ total of 1,227 adults completed interviews. This group 


included an oversample of parents with children aged 6—23 


months. A total of 249 interviews were completed with this 
latter group. Parents were asked vaccine-related questions about 
each of their children in the age group. 

lhe data analysis targeted three groups at high risk included 
among those prioritized by ACIP for influenza vaccination in 
2004: 1) persons aged >65 years, 2) persons aged 18-64 years 
with underlying chronic medical conditions, and 3) children 
aged 6-23 months. The data were weighted to account fot 
the disproportionate probability of household selection attrib- 
utable to multiple telephone lines and the probability associ- 


ated with the random selection of an individual household 





* Similar questions were asked in the Behavioral Risk Factor Surveillance Systet 


; ANWR (7 
survey reported in this issue of MMWR (2) 
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member. Following the application of the above weight, the 
sample was post-stratified and balanced by age, sex, race/ 
ethnicity, education, region, census division, and metropoli- 
tan status to be nationally representative. Statistical software 
was used to calculate standard errors for weighted data. 


Confidence intervals (CIs) also were calculated. 


Adults in Priority Groups 

Among adult respondents, 242 (19%) were aged >65 years; 
306 (25%) had been told by a doctor that they had one of the 
following health conditions: heart or lung disease, asthma, 
kidney disease, diabetes, or a disease that causes decreased 
immunity (e.g., cancer or HIV/AIDS). For this analysis, these 
groups were combined and referenced as adults at high risk 
(n = 427), unless otherwise noted. 

Among adults aged 65 years, 119 (49%) tried to get the 
influenza vaccine during the preceding 3 months. Among those 
in this age group who tried to get the vaccine, 75 (63%) were 


( 


ible to get the vaccine, and 44 (37%) were unable to do so. A 
total of 113 (37%) adults with a chronic illness tried to get 
the vaccine; among those who tried to get the vaccine, 52 
(46%) were able to get If, whereas 61 (54%) reported being 
unable to do so (Table 1). 

Respondents were asked to rate problems as either major 
problems they experienced when trying to get the vaccine, 
minor problems, or not problems at all (Table 2). The leading 
problems experienced by the 81 adults at high risk who tried 
and could not get the vaccine included the following: 1) no 
vaccine was available when they tried to get it (55 [68%] cited 
this as a major problem) and 2) finding a place where they 


could get the vaccine was difficult (41 [50% 


TABLE 1. Percentage of respondents who reported that they 
tried to get the influenza vaccine during the preceding 3 months, 
by priority group — Project on the Public and Biological Secu- 
rity, Harvard School of Public Health, United States, 2004 


Priority group % (95% Ci*) 








Persons aged >65 years (n = 242) 
Did not try to get vaccine (42-59) 
Tried to get the influenza vaccine (41-56) 
Could not get the vaccine 37 (28-46) 
Received the vaccine 3 54-72) 
Persons with chronic illness (n = 306) 
Did not try to get vaccine 
Tried to get the influenza vaccine 
Could not get the vaccine 
Received the vaccine 
Children aged 6-23 months (n = 249) 
Did not try to get vaccine 
Tried to get the influenza vaccine 
Could not get the vaccine 


Received the vaccine 





* Confidence interval 


TABLE 2. Percentage of adults with a chronic health condition or 
those aged >65 years who tried and were unable to get influenza 
vaccination, by major problem cited — Project on the Public and 
Biological Security, Harvard School of Public Health, United 
States, 2004 


Problem cited 





(95% Ci") 
(55-82) 





There was no vaccine available when you 
went to get it 


It was hard to find a place where you could 
get the vaccine 


(37-64) 


The times that the vaccine was available 
were inconvenient 


(12-36) 


The health-care provider told you that you : (5-24) 
should not get one because there were 

shortages and you were not at high risk 

for having a serious case of influenza 


The vaccine was expensive 


The health-care provider told you that you 
should not get one for medical reasons 





* Confidence interval 


Among the 427 adults at high risk as defined above, 257 
(60%) (CI = 54%-66%) reported that they did not try to get 
the influenza vaccine during the preceding 3 months. Aware- 
ness of the influenza vaccine shortage was an important rea- 
son cited for not trying to get the vaccine: 82 of these 257 
(32%) (CI = 24%-40%) said either that they were waiting 
until more vaccine was available or that they believed that, 
because of shortages, they could not get the vaccine. Other 
major reasons included 1) believing that they were not at high 
risk for getting a serious case of influenza (53 [21%]; 
CI = 14%-27%), 2) not believing that the vaccine would be 
effective in preventing them from getting influenza 
(45 [18%]; CI = 11%-25%), and 3) concerns that they could 
get influenza from the vaccine (46 [18%]; Cl 


Children Aged 6-23 Months 


Of parents with children aged 6-23 months, 125 (50%) 


(CI = 39%-59%) tried to get the vaccine for their child; 95 
(76%) of those parents who tried to get the vaccine for thei 
child reported that they were able to get the influenza vac- 


cine, and 30 (24%) reported that they were unable to do so 
(Table 1). 

Few problems were reported by parents who tried to get the 
vaccine. A total of 14 (11%) (CI = 1%-17%) parents who 
tried to get the vaccine for their child reported problems, 
including 1) difficulty finding vaccine, 2) inconvenient times, 
and 3) a health-care provider advising against their child 
receiving vaccine because of the shortages or for a medical 
reason. 

For children aged 6-23 months, the leading reasons for not 
trying to get inactivated influenza vaccine reported by parents 


were 1) not believing their children were at risk for a serious 
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case of influenza (26 [21%]; Cl 10%—37%); 2) concern 


about the side effects (24 [19%]; CI = 6%-32%); 3) being 
told by a health-care provider that the child should not get 
the vaccine because of the shortages and because the child was 


} 


not at high risk for having a serious case of influenza (22 [18%]; 


Cl = 7%-34%); and 4) not believing that the influenza vac- 


cine was effective (16 [13%]; Cl 4%—22%). 


Importation of Influenza Vaccine Not 
Licensed by FDA 


lo ease the vaccine shortage in the United States, the U.S. 
government has announced its intention to import from Ger- 
many influenza vaccine not licensed by the Food and Drug 
Administration (FDA). The vaccine, Fluarix' * (GlaxoSmithKline, 
Dresden, Germany), although fully licensed for use in Ger 
many, is not approved for general use in the United States and 
is therefore considered to be investigational. Respondents were 
asked if they would be willing to take the vaccine after being 
told that the vaccine was investigational. Fifty-six percent (Cl 

19%—63%) of adults at high risk said they would be willing 
to receive this vaccine if no other vaccine were available. U.S. 
persons who elect to receive iny estigational vaccines are 
required to sign a form. With this requirement imposed, will- 
ingness to take the vaccine dec reased to 40% (Cl 3 1% 
46%) among adults at high risk. 

Reported by: R/ Blendon, ScD, CM DesRoches, DrPH, JM Benson, 
MA, KJ] Weldon, Harvard School of Public Health, Boston, 
Massachusetts 

Editorial Note: The findings in this report suggest that, dur- 
ing the current vaccine shortage, approximately 63% of per- 
sons aged >65 years and 46% of chronically ill adults who 
tried to get the influenza vaccine were able to do so. Howey er, 
more than half of adults at high risk did not try to get the 
influenza vaccine. For many of these respondents, this was 
because of perceived shortages, underscoring the need to con 
tinue to encourage these groups to pursue vaccination. 
I forts to vaccinate these groups should include measures to 
educate them about the severity of influenza and the effec- 
tiveness of the vaccine and address unwarranted fears of get- 
ting influenza from the vaccine. Finally, the reluctance 
expressed by adults in priority groups about receiving imported 
influenza vaccine not licensed by FDA suggests the need for 
educational efforts to provide reassurance that this vaccine is 
approved for use in Germany by government agencies similat 
to the FDA. 

In 2004, for the first time, ACIP recommended that chil- 
dren aged 6-23 months be vaccinated. The findings in this 
report suggest that parents of children in this age group who 


tried to get the vaccine for their children experienced fewer 


difficulties in getting the vaccine than persons aged >65 years 


or those with chronic illnesses. 

lhe findings in this report are subject to at least two limita 
tions. First, because the study was conducted as part of an 
omnibus survey, the data are not collected in a way that 
allows for the calculation of the response rate. However, stud- 
ies have indicated that when the results from a survey with a 
long field period and high response rate are compared with a 
survey with a field time that is similar to the HSPH survey, 
few statistically significant differences are observed between 
responses from the two surveys when the data are statistically 
reweighted (3-6). Second, the survey sample included only 
noninstitutionalized persons. Nursing home residents, who 
are excluded from the sample, might receive the influenza vac- 
cine at a different rate than those in the study sample. 

he results of the HSPH survey differ from those of the 
Behavioral Risk Factor Surveillance System (BRFSS) survey, 
also published in this issue (2). Important differences in sur- 
vey methodologies might contribute to the differences in 
results. The primary differences are that 1) the surveys were 
October 29 
November 9 for HSPH and December 1-11 for BRFSS); 


2) somewhat different questions were asked; and 3) the HSPH 


conducted during different periods (i.e., 


data came from a single, national sample, but BRFSS data 
were collected individually by 48 states and the District of 
Columbia. Despite these differences, both surveys demonstrate 
a substantial need for the influenza vaccine that has not been met. 

\ssuming that an adequate vaccine supply will be available 
for persons in priority groups this season, health-care provid- 
ers should continue to emphasize 1) the need for these groups 
to get vaccinated this season and 2) the availability of vaccine 
allowing all persons in these groups to get vaccinated. Influ- 
enza vaccine should continue to be directed to areas most 
affected by the shortage. 
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Experiences with Influenza-Like 

Iliness and Attitudes Regarding 

Influenza Prevention — United 
States, 2003-04 Influenza Season 


Despite advances in medical treatment, influenza results in 
approximately 36,000 deaths each year in the United States 
/). Vaccination has been a mainstay of influenza prevention, 
with annual vaccination recommended for adults and chil 
dren at high risk; efforts to interrupt person-to-person trans 
mission are also important. In October 2003, CD¢ 
recommended that health-care facilities implement a Univer 
sal Respiratory Hygiene Strategy, including providing masks 
or fac ial tissues 1n Waiting rooms to persons with respiratory 
symptoms | lo gather information on influenza-like illness 
ILI) and attitudes regarding prevention of ILI (including use 
of vaccine and respiratory hygiene), CDC and 11 Emerging 
Infections Programs (EIPs) conducted a random-digit—dialed 
telephone survey of noninstitutionalized U.S. civilian adults 
in February 2004. This report summarizes the results of that 


survey, which determined that 43% of adults and 69% of 


children aged 6 months—17 years with ILI visited a health- 


care provider for the illness. Eight percent of adults with ILI 
reported having been asked by a hea th care provider to weal 
a mask; 82% said they would wear a mask if requested. With 
the limited availability of influenza vaccine this season, the 
use of masks by persons with cough illnesses in health-care 
settings, a component of the Universal Respiratory Hygiene 
Strategy might be a helpful ind acceptable method for 
decreasing influenza transmission 

EIP is a population-based network consisting of CDC, state 
health departments and local collaborators tO assess the 
Impact of emerging infections and evaluat methods for their 
prevention and control (3). For this survey, data were col 
lected from a stratified random sample of telephone-equipped 
households in all 11 EIP surveillance areas* that covered 
selected counties of certain states and the entire populations 
of others. During February 6—22, 2004, a total of 200 eligible 


households in each area were selected by list-assisted random- 


digit—dialing from a sampling frame of possible telephone 


numbers filtered to eliminate unused or business exchanges. 


When an adult in an eligible household declined to partici 





< Colorado (Adam 
1 Jetterson New York 
Monroc Montgomery 
Schoharie, Wayne 

on, Hamiltor 


1 Wilson 


pate or could not be contacted after six attempts, a substitute 
number was selected randomly from the list. The survey was 
confidential, and respondents gave consent for participation. 
One English-speaking adult aged >18 years was interviewed 
in each participating household. The survey assessed ILI by 
self-report, visits to health-care providers, prescription of medi 
cation for self-reported ILI, attitudes about vaccination against 
influenza, and willingness to take measures that might pre 
vent influenza transmission. Questions addressed the period 
October 1, 2003, through the time of the interview in Febru 
ary 2004. Data were weighted to reflect the age, sex, and racial 
ethnic distributions of the population of each area. Propor 
tions, risk ratios, and confidence intervals were calculated by 
statistical software. 

\ total of 2,231 surveys were completed. Among eligible 
respondents, 48.7% consented to participate. The median age 
of respondents was 43 years (range: 18-97 years), and 51.3% 
were female. The proportion of surveyed adults who responded 
“yes” to the question “Have you had an illness you thought was 
the flu at any time since October?” was 17.8% (Table 1). Of 
these, 53.2% reported having a sudden high fever with cough 
or sore throat. For the 811 households with at least one child 
aged 6 months—17 years at the time of interview, one child was 
randomly selected; of these, 23.9% had ILI from October 2003 
through the time of the interview. Among children with 
reported ILI, 68.9% had symptoms of fever with cough and/or 
sore throat. On average, reported ILI occurrence among 
children and adults peaked during December 2003. 

Of those for whom ILI was reported, 43.3% of adults and 
69.2% of children visited a health-care provider for the illness 
(Table 1). The provider reportedly told 64.5% of these adults 
and 47.6% of these children that they had influenza; 37 
of adults with a clinical diagnosis of influenza were tested for 
influenza, compared with 65.0% of children. Of adults who 
visited a provider, 85.9% received a prescription for medica- 
tion, most commonly an antibiotic (33.1%). 


Approximately 8.2% of adults who visited a health-care 
provider for ILI said they were asked to wear a mask; 82.4% 
of all respondents said they would wear a mask while waiting 
at the doctor's office or hospital if asked to by their health- 
care provider (Table 2). Fewer respondents agreed with the 
statements “people with a cough should wear a mask while 
waiting to see a health-care provider” and “people who are 
sick and able to spread germs should wear a mask in public” 
(62.8% and 59.0%, respectively). 

Approximately 70% of all respondents said they believed 
the influenza vaccine for the 2003—04 season was “somewhat” 
or “very effective,” 32.8% said they believed the influenza vac- 


cine causes influenza, and 10.7% reported experiencing prob- 
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TABLE 1. Prevalence of self-reported influenza-like illness (ILI), treatment, and disease burden among adults and children — 
Emerging Infections Program Population Survey, United States, 2004* 





Status 


Adults Children 
(n = 2,231) (n = 811) 
%!' (95% Cl) % (95% Cl) 











Reported ILI 
Visited health-care provider 
Received prescription medication at health-care—provider visit** 
Anti-influenza medication 
Antibiotic 
Other (e.g., decongestant or antitussive) 
Unknown 
Hospitalized for self-reported influenza 
Missed work or school because of IL! in self or family member 
Attended work or schoo! while ill with ILI symptoms 


17.8 (14.8-20.7) 23.9 (19.3-28.6) 
43.3 (34.0-52.6) 69.21 (60.0-78.4) 
85.9 (79.3-92.5) mM 

14.7 (1.4—28.1) 

33.1 (17.7-48.4) 

25.0 (10.8-39.3) 

27.2 (13.7—40.6) 

0.1 (-0.2-0.5) 

15.9 (13.2-18.6) 

82.7 (71.8-93.6) 





* The survey was conducted among residents of the entire states of Connecticut, Georgia, Maryland, Minnesota, New Mexico, Oregon, Tennessee, and 
Texas, and among residents of selected counties in California (Alameda, Contra Costa, and San Francisco), Colorado (Adams, Arapahoe, Boulder 
Broomfield, Denver, Douglas, and Jefferson), New York (Albany, Columbia, Erie, Genesee, Greene, Livingston, Monroe, Montgomery, Niagara, Ontario 
Orleans, Rensselaer, Saratoga, Schenectady, Schoharie, Wayne, Wyoming, and Yates), and Tennessee (Cheatham, Davidson, Dickson, Hamilton, Knox 


Robertson, Rutherford, Shelby, Sumner, Williamson, and Wilson) 


1 Percentages were weighted to reflect the age, sex, and racial/ethnic distributions of the population in each area 


° Confidence interval 
‘| Randomly selected child aged 6 months—17 years 


** Medications classified during analysis based on names provided by respondents 


'T Data not available 


TABLE 2. Prevalence of selected attitudes and beliefs regarding measures to prevent influenza and other respiratory illnesses — 
Emerging Infections Program Population Survey, United States, 2004 





Attitude/Belief 


%* (95% Ci') 





Willing to vaccinate children against influenza annually (if children live in household) 63.8 


Willing to wear mask while waiting to see health-care provider 


Believe persons with cough should wear mask while waiting to see health-care provider 62.8 
Believe persons who are ill and able to spread germs should wear mask in public 59.0 


Believe influenza vaccine is somewhat or very effective 
Believe influenza vaccine causes influenza 


(58.8-68.7) 
82.4 (79.8-85.0) 
(59.5—-66.1) 
(55.7-62.4) 
71.3 (68.3-74.3) 
32.8 (29.6—36.1) 





* Percentages were weighted to reflect the age, sex, and racial/ethnic distributions of the population in each area 


Confidence interval 


lems obtaining influenza vaccine because of limited supply. 


Sixty percent of respondents said they planned to seek influ- 
enza vaccine during the 2004-05 influenza season, including 
one third of those who said they were not vaccinated during 
2003-04. Among respondents from households with children, 
63.8% said they would be willing to have their child or 
children vaccinated against influenza annually. 

Reported by: D Vugia, MD, California Dept of Health Sves 

K Gershman, MD, Emerging Infections Program, Colorado Dept of 
Public Health. JL Hadler, MD, Connecticut Dept of Public 
Health. S Segler, MPH, Georgia Emerging Infections Program, Veterans 
1ffairs Medical Center and Emory Univ School of Medicine, Atlanta, 
Georgia. PA Ryan, MSc, Maryland De pt of Health and Mental Hygiene 

R Lynfield, MD, Minnesota Dept of Health. ] Baumbach, MD, New 
Mexico Dept of Health. NM Bennett, MD, Monroe County Health 
Dept, Rochester, New York. PR Cieslak, MD, Oregon Dept of Human 
Sues. A Craig, MD, Tennessee Dept of Health. D Perrotta, PhD, Texas 
Dept of Health. C Whitney, MD, SI McCoy, MPH, E Zell, MStat, Div 
of Bacterial and Mycotic Diseases; D Shay, MD, Div of Viral and 
Rickettsial Diseases; C Rebmann, MPH, Office of Surveillance, National 
Center for Infectious Diseases; K Cowgill, PhD, EIS Officer, CDC. 


Editorial Note: The 2003—04 influenza season was notable 
for several reasons: 1) in certain states, the season began as 
early as October; 2) a suboptimal antigenic match between 
the dominant influenza A (H3N2) subtype circulating in the 
community (Fujian/411/2002) and that in the vaccine 
(Panama/2007/99) occurred; and 3) early reports of deaths 
among children helped create a high demand for vaccine (4). 
Because of these factors, the media focused substantial atten- 
tion on influenza and vaccination. This setting provided an 
opportunity to evaluate the acceptability of influenza preven- 
tion measures among the public. 

Droplets of respiratory secretions are believed to be the pri- 
mary means of person-to-person influenza transmission; spread 
can also occur through direct person-to-person contact or 
through fomites (5). For periods of increased respiratory- 
infection activity, the Universal Respiratory Hygiene Strategy 
recommends that health-care facilities provide masks or facial 
tissues to persons who are coughing and that hand-hygiene 


agents (e.g., alcohol-based hand gels) be readily available (2). 
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Use of surgical masks by health-care professionals to protect 
against infection with influenza and other respiratory patho- 
gens is also an established component of hospital infection 
control (6); however, its effectiveness in preventing transmis- 
sion from influenza patients to others in outpatient settings 
has not been determined (4). Hand washing has been dem 
onstrated to be effective in reducing respiratory illness, and 
alcohol-based hand sanitizers can kill influenza viruses on 
hands; however, studies of hand-hygiene measures on influ- 
enza transmission are lacking (5 Likewise, few published 
data are available on the public's willingness to wear masks ot 
usc other measures to prevent transmission of respiratory 
illnesses 

lhe survey results indicated that at least 8% of respondents 
with ILI had been asked by their health-care providers to wear 
a mask while waiting to be examined, and more than 80% of 
respondents indicated a willingness to do so in the future. 
Information about the acceptability of such intervention mea 
sures might be useful in managing large outbreaks, including 
pandemic influenza. Although only 8% of those visiting a 
health-care provider for [LI were asked to wear a mask, many 
of those visits might have been to doctors’ offices; mask usage 
might be higher in other health-care settings. Use of tissues 
for reducing droplet spread and use of hand-hygiene agents 
were not evaluated in this survey. With the limited availabil 
ity of influenza vaccine this season, the use of masks by pet 
sons with cough illnesses in health-care settings and other 
components of the Universal Respiratory Hygiene Strategy 
(e.g., tissues and alcohol-based hand sanitizers) might help 
decrease influenza transmission. 

Che survey findings suggest that children were dispropor- 
tionately affected by ILI during the 2003—04 season. Reported 
ILI was one third more common among children than adults, 
and reported symptoms in children were more frequently con- 
sistent with the ILI surveillance case definition (temperature 
-100.0°F [>37.8°C] and cough or sore throat in the absence 
of a known cause other than influenza). Health-care use 
(including provider visits, influenza testing, and hospitaliza 
tion) was more common among children than adults with 
reported ILI. Recent recommendations for providing influ- 
enza vaccine to all young children were designed to address 
the substantial disease burden among this age group (/). More 


than one half of respondents from households with children 


said they would participate in annual influenza vaccination of 


children. 
lhe findings in this report are subject to at least two limita- 
tions. First, certain sampling factors (low response rate, lim- 


ited sampling area, and restriction to English-speaking 


respondents) might mean that some of the results are not rep- 
resentative of the entire U.S. population. Second, self-reported 
ILI symptoms are not specific for influenza; because other 
etiologic agents can cause influenza-like symptoms, the true 
incidence of influenza is expected to be lower (8). 

In addition to indicating that persons with respiratory ill- 
ness might be willing to wear masks in health-care settings, 
the results of this survey also suggest opportunities for 
improving vaccination coverage. Although a majority of 
respondents said they believed the 2003-04 influenza vaccine 
was “somewhat” or “very effective,” at least one tenth reported 
problems obtaining vaccine, and nearly one third reported 
believing that influenza vaccine causes influenza. Educational 
efforts about the effectiveness of influenza vaccination and 
improved supply and distribution of vaccine might improve 


vaccination coverage levels. 
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Brief Report 


Respiratory Syncytial Virus 
Activity — United States, 2003-2004 


Respiratory syncytial virus (RSV) is a major cause of lower 
respiratory tract infections (LRTIs) (i.e., bronchiolitis and 
pneumonia) among young children, resulting in an estimated 
51,000-—82,000 hospitalizations annually (/). RSV causes 
severe disease among older adults and persons of all ages with 
compromised respiratory, cardiac, or immune systems, and 
can exacerbate chronic cardiac and pulmonary conditions 
(/—4). In temperate climates, RSV infections occur primarily 
during annual winter season outbreaks. This report summa- 
rizes trends in RSV activity reported to the National Respira- 
tory and Enteric Virus Surveillance System (NREVSS) during 
July 2003—June 2004 and presents preliminary data from the 
weeks ending July 3—-December 4, 2004, indicating the onset 
of the 2004—05 RSV season. Health-care providers should 
consider RSV in the differential diagnosis for persons of all 
ages with LRTIs, implement appropriate isolation precautions 
to prevent nosocomial transmission (5), and provide appro- 
priate immune prophylaxis to eligible children, including cer- 
tain premature infants or children and infants with chronic 
lung and heart disease (6). 

NREVSS is a voluntary, laboratory-based surveillance sys- 


tem of 87 clinical and public health laboratories in 40 states 


and the District of Columbia. The laboratories report weekly 


to CDC the number of specimens tested and number positive 
for several respiratory and enteric viruses by antigen detection 
and virus isolation methods. During July 2003—June 2004, of 
172,247 tests for RSV reported, 21,236 (12%) were positive. 

Widespread RSV activity* began the week ending Novem- 
ber 1, 2003, and continued for 22 weeks until April 3, 2004. 
Activity peaked during February for all regions’ (1 igure). 
Regional RSV activity occurred earliest in the South (35 sites 
reporting; median weeks of onset and conclusion: November 1, 
2003, and March 27 


east (seven sites; December 6, 2003, and March 27, 2004) 


, 2004, respectively), later in the North- 


and the Midwest (20 sites; December 6, 2003, and March 27, 





* Widespread RSV activity 
' 


weeks, when 50 of partici 


NREVSS as the first of 2 consecutive 
laboratories report RSV detections or 
isolations and when a mean percentage of speciinens positive by antigen 
detection is >10% 


Northea tf: (Lonnecticut Maine Massachusetts 


\ New Hampshire, New Jersey 
New York, Pennsylvania, Rhode Island, and Vermont; Mid Illinois, Indiana, 
lowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio 
South Dakota, and Wisconsin; South: Alabama, Arkansas, Delaware, District 
of Columbia, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi 
North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, and 
West Virginia; West: Alaska, Arizona, California, Colorado, Hawaii, Idaho 
Montana, Nevada, New Mexico, Oregon Urah, W ishington, and Wyoming 


FIGURE. Percentage of specimens testing positive by antigen 
detection for respiratory syncytial virus, by region* and week of 
report — United States, July 2003—November 2004 


* Northeast: Connecticut, Maine, Massachusetts, New Hampshire, New Jer- 
sey, New York, Pennsylvania, Rhode Island, and Vermont; Midwest: Illinois 
Indiana, lowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North 
Dakota, Ohio, South Dakota, and Wisconsin; South: Alabama, Arkansas 
Delaware, District of Columbia, Florida, Georgia, Kentucky, Louisiana 
Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennes- 
see, Texas, Virginia, and West Virginia; and West: Alaska, Arizona, Califor- 
nia, Colorado, Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon, Utah 
Washington, and Wyoming 


2004), and latest in the West (16 sites; December 27, 2003, 
and April 3, 2004). 

Although 93% of RSV detections were reported from the 
weeks ending November 1, 2003—April 3, 2004, sporadic 
detections were reported throughout the year. During May 
October 2004, laboratories in 33 states with at least one labo- 
ratory per region reported RSV detections. 

For the current reporting period (July 3—December 4, 2004), 
84 laboratories in 42 states reported testing for RSV. Since 
November 6, a total of 50 participating laboratories have 
reported RSV detections. Preliminary 2004—05 data suggest 
that the annual outbreak has begun in two regions—in the 
South during the week ending October 30 and in the North- 
east during the week ending November 27 (Figure). 

Because RSV infection only confers partial protection from 
subsequent infection, reinfections occur throughout life (3,4) 
As a result, health-care providers should consider RSV as a 
cause of acute respiratory disease in all age groups during com- 
munity outbreaks, particularly in young children. Rapid 
diagnostic techniques for clinical use vary in sensitivity and 
specificity. Certain assays are sensitive for diagnosis in infants 
and young children, but few are sensitive for diagnosis in older 
children and adults. Polymerase chain reaction—based assays 
with enhanced product detection systems can be sufficiently 
sensitive to detect most infections in all age groups (7,8). 
Accurate diagnosis of RSV infection is crucial for appropriate 
infection control, to rule out cocirculating viruses (e.g., 


influenza viruses) and to avoid inappropriate use of 
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intimicrobial agents. Infants and children at risk for serious 
RSV infection should receive monthly doses of humanized 
murine anti-RSV monoclonal antibody throughout the RS\ 
season (6). Infants and children at risk include those aged 24 
months with chronic lung disease who have required medical 
therapy (e.g., supplemental oxygen, bronchodilator, diuretic, 
or corticosteroid therapy) within 6 months of RSV season 
onset and those with hemodynamically significant heart dis 


ease, and preterm infants born at <32 weeks gestation o1 


) 


preterm infants born at 32—35 weeks gestation with at least 


two additional risk factors (¢ child care attendance, expo 
Sure to environmental pollutants school aged siblings con 
genit il ibnorm ilitic sot the irways, or neuromuse ular disease 
during their first RSV season. Because the onset of RSV activ 
ity can vary between regions and communities, physicians and 
h-care facilities should consult their local clinical labora 
tories for the latest data on RSV activity (9 
Additional information and updates on RS\ trends are avail 


ible at hetp://www.cdc.gov ncidod/dvrd/revb/nrevss/index. htm. 


Reported by: 


} 


Notice to Readers 


Where To Find Information 
on Influenza and Influenza Vaccine 


lo help the public locate the latest information about 
influenza, CDC has created a comprehensive website, avail 
able at http://www.cdc.gov flu. The site contains information 
targeted to health-care professionals, as well as CDC influ 


} 


enza fact sheets and health education materials intended for 
the general public. The site is updated as new information 
becomes availabl 

CDC has also launched 800-CDC-INFO (800-232-4636). 


’ ' 
i new, central hotline with recorded information availabk In 


j 1 
days a week. 


| nglish and Spanish, available 24 hours a day, 
Hotline callers can select voice messages on various influenza 
related topics, with the option to transfer for additional infor 
mation. The number for hearing impaired persons is 
800-243-7889 (TTY/TDD) 

Any information CDC receives about problems finding 
influenza vaccine will be shared with state health officials to 
help direct available vaccine to persons and places where it is 


ne eded 
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FIGURE |. Selected notifiable disease reports, United States, comparison of provisional 4-week totals December 11, 2004, with 
historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A, acute 
Hepatitis B 
Hepatitis € 

" 


Legionellosis 


Measles, t 


* 
Rubella 





T 


0.03125 0.0625 0.125 0.25 
Ratio (Log scale) 
Beyond historical limits 


* No measles or rubella cases were reported for the current 4-week period yielding a ratio for week 49 of zero (0) 
Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area 
begins is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending December 11, 2004 (49th Week)* 





Cum. Cum. . Cum. 
2004 2003 2003 
- - HIV infection, pediatric" 193 

Botulism . Influenza-associated pediatric mortality” NA 
foodborne 19 Measles, total 2g" 53 
infant 75 ‘ Mumps 
other (wound & unspecified) 12 y Plague 








Anthrax 


Brucellosis °K Poliomyelitis, paralytic 

Chancroid 37 52 Psittacosis' 

Cholera 4 Q fever' 

Cyclosporiasis 2¢ 5 Rabies, human 

Diphtheria - Rubella 

Ehrlichiosis . . Rubella, congenital syndrome 
human granulocytic (HGE)' SARS-associated coronavirus disease’ ** 
human monocytic (HME)! 52 Smallipox' * 
human, other and unspecified x Staphylococcus aureus 

Encephalitis/Meningitis Vancomycin-intermediate (VISA)' ™ 
California serogroup viral 86 Vancomycin-resistant (VRSA)' ™ 
eastern equine 14 Streptococcal toxic-shock syndrome!’ 
Powassan' . Tetanus 
St. Louis 41 Toxic-shock syndrome 
western equine - Trichinosis 

Hansen disease (leprosy)' 78 82 Tularemia 

Hantavirus pulmonary syndrome’ 19 23 Yellow fever 

Hemolytic uremic syndrome, postdiarrheal' 138 160 

-: No reported cases 

* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 

. Not notifiable in all states 

* Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 


Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
Last update November 28, 2004. 
** Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases. 
tt 
ce Of 29 cases reported, 13 were indigenous, and 16 were imported from another country 
<« Of 53 cases reported, 31 were indigenous, and 22 were imported from another country. 
Not previously notifiable 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending December 11, 2004, and December 6, 2003 


(49th Week)* 





Reporting area 


AIDS 


Chiamydia' 


Coccidioidomycosis 


Cryptosporidiosis 


Encephalitis/Meningitis 
West Nile’ 








Cum. 
2004" 


Cum. 
2003 


Cum. 
2003 


Cum. 
2004 





, 


Cum. 
2004 





Cum. 
2004 


Cum. 
2003 





Cum. 
2003 





Cum. 
2003 


Cum. 
2004 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt** 

Mass 

R.| 


Conn 


MID. ATLANTIC 
Upstate N_Y. 
N.Y. City 
N.J 

Pa 
E.N 
Ohi 


Ind 


CENTRAL 


ttl 
Mich 


A 
VVIS 


W.N 


Minn 


CENTRAL 


lowa 
Mo 

N. Dak 
S. Dak 
Nebr.** 
Kans 


S. ATLANTIC 
Del 
Md 


PACIFIC 


Wast 


mer 


NM 


39.09 


41,489 


4 
1 


821,684 
433 27.764 

52 970 
652 
968 
722 
189 


263 


812,668 
26,221 
884 
495 
000 
503 
2,799 
540 
192 
896 
883 
952 
34,461 
7,451 
729 
983 
45,218 


140 
21,127 
1.691 
3.617 
705 
489 

32 659 
7,424 
),010 
35.137 
6.259 
50,654 
444 
900 
633 
373 
371 


5,676 


N 


3,919 3,180 


161 

N 20 
30 

24 


56 


3,265 
183 
19 


24 


875 2,866 





Not notifiable 
* Incidence 
Chiamydia rete 
Updated week 
* Updated rm 
November 28 


* Contain 


Jata for r 


f 


y 


ontni 
nthiy 


s data rep 


or 


reported cases 


re ore 
are pr 


C.N.M.1 


visional and cumulative 


by C. trachomatis 


Infect 


f Vector-Borne ous Diseases 
f HIV/AIDS Prevention 


Disease Surveillance System 


Commonwealth 


(year-to-date 


National Cente r jor 


(NEDSS) 


of Northern Mariana |: 


Infectious Diseases 


slands 


ArboNet Surveillance 
Surveillance and Epidemiology, National Center for HIV. STD. and TB Prevention 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases. United 


(49th Week)* 


States, weeks ending December 11, 2004, and December 6, 2003 





Reporting area 


Escherichia coli, Enterohemorrhagic (EHEC) 





0157:H7 


Shiga toxin positive, 
serogroup non-0157 


Shiga toxin positive, 
not serogrouped 


Giardiasis 


Gonorrhea 





Cum. Cum. 
2004 2003 








Cum. Cum. 
2004 2003 





Cum. Cum. 
2004 2003 





Cum. 
2004 


Cum. 
2003 





Cum. 
2004 


Cum. 
2003 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

R.1 

Conn 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

Ind 

ll 

Mich 

Wis 


W.N. CENTRAL 
Minn 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 

N.C 

S.C 

Ga 

Fla 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V1 

Amer. Samoa 
C.N.M.1 


2,342 2,481 


159 148 
11 10 
23 18 
12 18 
68 65 
11 1 
34 36 

281 238 

120 89 
36 7 
52 31 


73 111 


426 556 
98 129 
56 83 
69 120 
80 90 
123 134 

482 437 
112 128 
122 102 
91 83 
15 13 
33 28 

48 


35 


11 


17 


263 233 
42 44 


175 146 
17 13 


17,38 
1,60 


12 

4 
15 
71 
11 
44 


3,60 
31 
91 
40 
97 

2,62 
76 


50 
66 
69 
2,06 


79 


3 18,062 
6 1,549 
3 179 
5 39 
9 116 
6 808 
7 106 
6 301 


4 3,615 
2 017 
2 147 
3 485 
7 966 
8 3,078 
6 858 


4 882 
6 745 
2 593 


2 986 
1 756 
259 

490 

45 


81 


217 


291,633 
6,375 
207 
125 
83 
957 
781 
2,222 
2,756 
822 
170 

c 558 
206 


021 
5,969 
6,430 
7714 
4.705 
4,203 
5,068 
2,810 
042 
8,452 
91 
971 
2,426 
816 
836 
7,676 

2 388 
7,960 
859 
4,064 
8,867 
12,013 
7,153 

3 170 
2,664 


’ 857 


310,299 


6,865 
208 
115 

87 

2,745 
899 

2,811 

8,711 
413 

2,820 

7,480 
998 
806 
036 
270 

),337 





N: Not notifiable 


U: Unavailable 


No reported cases 


* Incidence data for reporting years 2003 and 2004 are provisional and cumulative 


(year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 11, 2004, and December 6, 2003 


(49th Week)* 





Reporting area 


Haemophilus influenzae, invasive 





All ages 
All serotypes 


Age <5 years 


Hepatitis 
(viral, acute), by type 





Serotype b 


Non-serotype b 


Unknown serotype 


A 








Cum | Cum 





2004 


Cum | Cum. 


2003 





Cum. Cum 
2004 2003 





Cum. Cum. 





Cum. Cum 





MOUNTAIN 
Mont 

idat 

Wy 

N. Mex 
Ariz 
jtat 


Nev 


PACIFIC 
Wast 
Oreg 
( alif 
Alaska 
Hawaii 


auar 

PR 

VI 

Amer. Samoa 
C.N.M.| 


2004 2003 


U U 
U 


14 


U 
U 


101 101 


2004 


2003 


) 


2004 2003 


33¢ 92 





N: Not notifiable 


U: Unavailable 


No reported cases 


* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 11, 2004, and December 6, 2003 
(49th Week)* 





Hepatitis (viral, acute), by type 
B 





Legionellosis Listeriosis Lyme disease 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2004 2004 2003 2004 2003 2004 2003 
UNITED STATES 2 6,666 785 : 1,769 2,014 633 629 17,302 19,438 
NEW ENGLAND 3 33% 14 ‘ 72 114 48 é 2,654 3,766 
Maine 2 7 4 53 160 
N.H 3 9 é < 206 170 
Vt < é 8 E } 6 2 48 43 
Mass 208 ) ~ 


20¢ 22 54 1 188 1,507 
R.| 5 } 


5 - 18 15 232 564 
Conn y 88 9 c ‘ 


127 1,322 
MID. ATLANTIC 1 72 126 25 432 12,799 
Upstate N.Y ] 6 7 107 3 ¢ 3,920 4.255 
N.Y. City d 5¢ p 2¢ 210 
N.J 725 173 94 2 23 3,209 
Pa 283 275 12 108 2s 2 - 























E.N. CENTRAL 
Ohic 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 


Fla 
E.S. CENTRAL 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wwyc 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

VI : 

Amer. Samoa U U 
C.N.M.1 U 


N: Not notifiable U: Unavailable -: No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 11, 2004, and December 6, 2003 
(49th Week)* 





Meningococcal Rocky Mountain 
Malaria disease Pertussis Rabies, animal spotted fever 


Cum. Cum. Cum. Cum. Cum. Cum. Cum Cum. Cum. 
Reporting area 2003 2004 2003 2004 2003 2004 2003 2004 2003 


UNITED STATES 20¢ 1,257 1,184 1,547 16,781 9.451 5,598 6,480 1,425 911 























20 ) 


Maine 


A 


NEW ENGLAND ( 68 70 1 G97 , ~ 562 57¢ 
1 f ,, 


JH 
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TABLE Il. (Continued) Provisional cases of selected notifiabl 


(49th Week)’ 


le diseases, United States, weeks ending December 11, 2004, and December 6, 2003 





Reporting area 


Salmonellosis 


Shigellosis 


Streptococcal disease, 
invasive, group A 


Streptococcus pneumoniae, invasive 





Drug resistant, 
all ages Age <5 years 








Cum. Cum. 
2004 2003 





Cum. 


2004 





Cum. Cum. 
2004 2003 


2004 2003 2004 





Cum. Cum Cum Cum. 








2003 





UNITED STATES 
NEW ENGLAND 


Maine 

N.H 

Vt 

Mass 

R.1 

Conn 

MID. ATLANTIC 
Upstate N.Y 
NLY. City 

N.J 

Pa 

E.N. CENTRAL 
Ohio 

ind 

TT 

Mich 

Wis 


W.N. CENTRAL 


Minn 


S. ATLANTIC 
Del 
Md 


D.C 


S. CENTRAL 


y 


: 
c 
K 
T 
T 


4 
Mis 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 
MOUNTAIN 
Mont 

idar 

Wyo 

Cok 

N. Mex 
Ariz 

Utah 

Nev 


PACIFIC 
Wast 
Oreg 
Calif 
Alaska 
Hawai 


Guam 

PR 

V | 

Amer. Samoa 
C.N.M.1 


37,725 40,709 


944 2,009 
132 


U 
U 


1,369 


1 


7 
/ 


( 
9 
4 
19 
66 


4,183 5,300 
168 437 
11 
19 


973 1,877 681 690 
71 
3 
N 
3 





N: Not notifiable 


Unavailable 


No reported cases 


* Incidence data for reporting years 2003 and 2004 are provisional and cumutaiive (year-to-date) 








1168 


MMWR 


December 17, 2004 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 11, 2004, and December 6, 2003 


(49th Week)’ 





Reporting area 


Syphilis 





Primary & secondary 


enital 


Tuberculosis 


Typhoid fever 


Varicella 
(Chickenpox) 








Cum. Cum 
2004 2003 








Cum. 


2003 





Cum. Cum. 
2004 2003 





Cum. Cum. 


2004 2003 





Cum. Cum. 
2004 2003 





UNITED STATES 
NEW ENGLAND 
Maine 

N.H 

vt 

Mas 

RI 

( nn 

MID. ATLANTIC 
Upstate N.Y 

NLY. City 

N.J 

Pa 

E.N. CENTRAL 


On 


W.N. CENTRAL 
Mine 


CENTRAL 


MOUNTAIN 
Mont 
Idahe 


Wy 


N. Mex 
Ariz 
Utar 
Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V1 

Amer. Samoa 


C.N.M.1 


018 6,585 


411 


1 


10,490 11,599 


38K 


35 


15 


84 


U 
10 


265 339 


4 2 


17,099 16,226 


651 3,154 
AL 777 


24U // 


411 





N: Not notifiable 


U: Unavailable No reported cases 


* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending December 11, 2004 (49th Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 





aT anal 25-44] 1- 


| a 





P&it 
Total 


Reporting Area 





>65 Led 25-44 | 1-24 | <1 





NEW ENGLAND 
Boston, Mass 
Bridgeport, Conn 
Cambridge, Mass 
Fail River, Mass 
Hartford, Conn 
Lowell, Mass 
Lynn, Mass 

New Bedford, Mass 
New Haven, Conn 
Providence, R.1 
Somerville, Mass 
Springfield, Mass 
Waterbury, Conn 
Worcester, Mass 


MID. ATLANTIC 
Albany, N.Y. 
Allentown, Pa 
Buffalo, N.Y. 
Camden, N.J 
Elizabeth, N.J 
Erie, Pa 

Jersey City, N.J 
New York City, N.Y. 
Newark, N.J 
Paterson, N.J 
Philadelphia, Pa 
Pittsburgh, Pa 
Reading, Pa 
Rochester, N.Y 
Schenectady, N.Y. 
Scranton, Pa 
Syracuse, N.Y. 
Trenton, N.J 
Utica, N.Y 
Yonkers, N.Y. 


E.N. CENTRAL 
Akron, Ohio 
Canton, Ohio 
Chicago, Ill 
Cincinnati, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Dayton, Ohio 
Detroit, Mich 
Evansville, Ind 
Fort Wayne, Ind 
Gary, Ind 
Grand Rapids, Mich 
Indianapolis, Ind 
Lansing, Mich 
Milwaukee, Wis 
Peoria, Ill 
Rockford, Ill 
South Bend, Ind 
Toledo, Ohio 
Youngstown, Ohio 


W.N. CENTRAL 

Des Moines, lowa 

Duluth, Minn 

Kansas City, Kans 

Kansas City, Mo 

Lincoln, Nebr 67 
Minneapolis, Minn 68 
Omaha, Nebr 105 
St. Louis, Mo 109 
St. Paul, Minn 59 
Wichita, Kans 113 


388 110 29 1 
98 31 17 

31 2 

11 

13 

41 

19 


23 


Ww 


nm 
nm 


ND mee ee 
OWN] =|] WNNHWOA 


ae) 


22 
17 
59 
42 
39 
76 
61 : 9 
45 1 
64 c 14 


5 
8 


8 


y= nN aANWNND 


47 
18 


1 


occa 


4) 
anw--N-+-+-@o- 


NNMONMOWMLAONC = 





S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md 
Charlotte, N.C 
Jacksonville, Fla 
Miami, Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fla 
Tampa, Fla 
Washington, D.C 
Wilmington, Del 


E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington, Ky 
Memphis, Tenn 
Mobile, Ala 
Montgomery, Ala 
Nashville, Tenn 


W.S. CENTRAL 
Austin, Tex 
Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 

El Paso, Tex 

Ft. Worth, Tex 
Houston, Tex 
Little Rock, Ark 
New Orleans, La 
San Antonio, Tex 
Shreveport, La 
Tulsa, Okla 


MOUNTAIN 
Albuquerque, N.M 
Boise, Idaho 

Colo. Springs, Colo 
Denver, Colo 

Las Vegas, Nev 
Ogden, Utah 
Phoenix, Ariz 
Pueblo, Colo 

Salt Lake City, Utah 
Tucson, Ariz 


PACIFIC 
Berkeley, Calif 
Fresno, Calif 
Glendale, Calif 
Honolulu, Hawaii 
Long Beach, Calif 
Los Angeles, Calif 
Pasadena, Calif 
Portland, Oreg 
Sacramento, Calif 
San Diego, Calif 
San Francisco, Calif 
San Jose, Calif 
Santa Cruz, Calif 
Seattle, Wash 
Spokane, Wash 
Tacoma, Wash 


TOTAL 


885 35§ 41 4 





U: Unavailable 


-‘No reported cases 
* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 


occurrence and by the week that the death certificate was filed. Fetal deaths are not included 


' Pneumonia and influenza 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 


* Total includes unknown ages 
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